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V 000 INITIAL COMMENTS V 000

 This visit was a federal ESRD complaint survey.

Complaint IN00147393 -  Substantiated:  No 

deficiencies related to the allegation are cited.  

Survey dates:  September  17, 18, 19, 20, 21, 22, 

23, and 24, 2014

Facility #:  010129

Medicaid Vendor #:  200144930A

Surveyor:  Bridget Boston, RN, PHNS  Lead 

Surveyor

     Susan E. Sparks, RN, PHNS 

Census:        156       Incenter 

                       7      Peritoneal
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